The recent article by Carey and co-workers on the effects of adiposity and weight change on forced expiratory volume (FEV) decline in a longitudinal study of adults (Int J Obes 1999; 23: 979 ± 985) documents the decrease in FEV 1 after weight gain in British citizens at 7 y follow-up. They also noted that these effects were correlated with waist:hip ratio (W:H) in men but not in women.
Respiratory impairment associated with central obesity is secondary to an increased intra-abdominal pressure which pushes the diaphragm up, raises intrathoracic pressure and compresses the lungs. 1, 2 This leads to a decrease in all lung volumes, but most markedly a decrease in residual lung volume so that at end-expiration there may be large numbers of perfused but unventilated alveoli, leading to a large leftto-right shunt. 3 Surgically induced weight loss is associated with a marked increase in all lung volumes but, again, most dramatically in residual lung volume. 3, 4 Unfortunately, it is very dif®cult to measure lung volumes in a population-based study. Thus, although the data on FEV 1 are interesting, it overlooks the major ventilatory defect associated with severe obesity.
It is not surprising that the authors found a signi®cant relationship between the decrease in FEV 1 and W:H in men but not in women. We noted a similar phenomenon in our study of intra-abdominal pressure and its relationship to W:H in men vs women and found a much better correlation with either the waist circumference alone or sagittal abdominal diameter.
2 This is probably because many severely obese women have both central and peripheral obesity, which negates the value of W:H when evaluating the effects of central obesity.
It is our hypothesis that central obesity is associated with a number of severe medical problems in addition to the`Metabolic syndrome' or`Syndrome X', including obesity hypoventilation. These include lower extremity venous stasis disease, pseudotumor cerebri (idiopathic intracrancial hypertension), gastroesophageal re¯ux, stress over¯ow urinary incontinence, hernia formation (incisional, inguinal, etc.) and systemic hypertension secondary to both direct and indirect renal effects. Thus, centrally obese patients have a chronic abdominal compartment syndrome. This is best estimated by sagittal abdominal diameter or waist circumference, but measured by urinary bladder pressure which is an excellent surrogate for intra-abdominal pressures.
